Abstract: Intraductal papillary mucinous neoplasm (IPMN) of the pancreas is one of the two entities
Introduction
Intraductal papillary mucinous neoplasm (IPMN) of the pancreas is a relatively recently described entity, first documented in 1982 [1] . It has been the subject of several clinicopathological, radiological, and molecular analyses. IPMN is defined as grossly visible, non-invasive, mucin producing, predominantly papillary epithelial neoplasms arising from the main pancreatic duct or branch ducts, and associated with variable distension of the associated duct [2] . In addition, varying grades of cytological atypia may be encountered in the lining epithelium. Usually IPMNs are not associated with inherited syndromes and most cases occur sporadically.
In 1989, Morohoshi et al. [3] reported series of Intraductal Papillary Neoplasm (IPN) of the pancreas for the first time, other similar tumors have been reported in the literature with different names such as Intaductal papilloma, CA in-situ of the pancreas, diffuse villous Carcinoma of the duct of Warsung.
During the past 15 years, intraductal papillary mucinous neoplasms have been reported with increasing frequency, representing an estimated 0.5-10% of pancreatic exocrine neoplasms [4] . This supports the hypothesis of progression from IPMN adenoma to carcinoma through borderline neoplasms. It is unknown whether all IPMNs have potential malignancy, and also what timescale is required for neoplastic progression to invasive carcinoma [5] . The report contributes to the currently active discussion of the group of neoplasms in the area of pancreatic pathology and management of such cases.
II. Clinical Summary And Methods
The patient was a 64-year-old man, who presented with recurrent episodes of epigastric pain which was moderate to severe in intensity. After taking a through history and physical examination a diagnosis of chronic pancreatitis was made. Treatment history revealed that earlier a cholecystectomy was done for cholelithiasis. When investigations were ordered, serum amylase levels were elevated and ultrasonography showed cysts in the pancreas (pseudocysts). Endoscopic retrograde cholangiopancreatography (ERCP) showed dilatation of the main duct. A partial or subtotal pancreatectomy was performed.
On gross examination of the resected specimen, pancreas was enlarged; firm with nodularity but no mass was seen. To access the histopathology, the specimen was received in a 10% neutral buffered formalin. The entire pancreatic specimen was processed for histopathological evaluation. After fixation, multiple serial sections were taken (5mm thickness)-paraffin embedded, cut vertically into 10-15 serial sections processed in a routine manner and stained with haematoxylin and eosin.
The microscopic examination revealed a lesion in a branch duct within the pancreas which was papillary in configuration, causing distension of the duct, and was surrounded by sclerotic fibrous tissue, Extracellular mucin production was present with resultant distension of the duct housing the lesion. Moderate to severe dysplastic changes of lining epithelium was seen and mitosis was not seen (Figure-1) . No stromal infiltration was seen, a diagnosis of IPMN with mild to moderate dysplasia was made. The surrounding pancreatic tissue showed features of chronic pancreatitis secondary to duct obstruction. No lymph node metastases were seen.
III. Discussion
Intraductal papillary mucinous neoplasm is a rare pancreatic tumor with characteristic features of papillary structures, moderate to severe dysplastic changes, piling of epithelium with cystically dilated ducts filled with mucus. No stromal infiltration was seen, age and sex distribution, clinical profile of chronic pancreatitis. Our study is in accordance with larger series of IPMNs as reported by Morohoshi et al. [3] .
Before the term IPMN was proposed to encompass the spectrum of these tumors under one heading, they had been reported in the literature under a plethora of terms, including villous adenomas or intraductal papillary neoplasms, mucin-producing tumors or intraductal mucin-hypersecreting tumors, and mucinous duct ectasia or ductectatic mucinous cystic neoplasms [6] . Our study confirms that there is significant histologic overlap among these clinical entities and that it is justified to categorize them as one group: IPMN. This unifying category has found broad acceptance and is endorsed by the WHO [7] . This study gives further information of clinical history of chronic pancreatitis-confirmed both clinically and histologically with presumption that chronic pancreatitis is a precancerous condition [8] .
Understanding of IPMNs has increased substantially since 2000, when Irie et al. reported a series of radiological parameters that could indicate degeneration [9] . The study was interesting for two reasons: the first being that the mean age of these patients is rather high, between sixth and seventh decade, with a consequent risk of co-morbidity, while the second was related to the necessity of extensive pancreatic surgery for a neoplasm with a slow evolution. Nonetheless, it is uncertain whether all IPMNs have a malignant evolution or whether the progression of these tumors is so slow that it represents a secondary problem in an elderly population. This seems particularly true for branch duct (BD) IPMNs <2 cm in diameter without solid elements, in which the prevalence of diagnosis has being increasing due to what could be termed a disease of technology [10] .
IV.

Conclusion
All of these clinic-pathological findings suggest chronic pancreatitis has a definite role in the genesis of the tumor. Chronic panceatitis leads to ductal hyperplasia, proliferative changes, cellular pleomorphism progressing to in-situ carcinomatous changes. Although gross and cytologic findings can aid in confirming the suspected diagnosis, an integration of complete clinical, sonographic, and cytologic information may be the best way to reach the most appropriate diagnosis possible. Our review of the literature indicates that preoperative indicators of malignancy in IPMN are still lacking. Concerning resection margins, complete tumor resection is usually possible by partial pancreatectomy. Malignant relapses are not uncommon. Incomplete resection and diffuse or multifocal tumor represent poor prognostic factors. Total pancreatectomy should be considered in such cases. These neoplasms may be less aggressive than pancreatic ductal adenocarcinoma, but patients with IPMNs may pursue a deadly course, even in the absence of identifiable invasive carcinoma, thus emphasizing the need of early recognition IPMN. Microphotograph of specimen showing tumor composed of papillary structures with piling epithelium and dysplastic changes to the epithelium (H&E).
